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pound this public health problem, general practitioners (GPs) may play a major role 
to fill this treatment gap. Methods: A cross-sectional survey of 220 GPs was under-
taken in Chandigarh City, India. The 20-item Depression Attitude Questionnaire 
(DAQ) was used to determine their knowledge, attitude and practice towards depres-
sion and its management in primary care settings. Results: GPs had a limited 
knowledge of depression, with the majority (77.8%) expressing difficulty working 
with depressed patients. They exhibited moderately stigmatizing attitudes towards 
individuals with depression. GPs were conservative in their use of antidepressants 
and believed that psychotherapeutic approaches were useful. ConClusions: 
These findings suggest a need for further education of general practitioners on the 
nature, diagnosis and management of depressive disorders.
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objeCtives: To develop a population-based decision-analytic model to sup-
port decision-making with end-of-life care policy questions. Methods: Design: 
Microsimulation state-transition model with one-day cycle. Population: Patients and 
their family Outcomes: Dying at home, resources used, costs, and quality-adjusted 
survival. Perspectives: Societal and health system. Time horizon: last year of life and 
1-year bereavement. Costs: health system, out-of-pocket, and costs of time loss 
from paid-work. Effects: health-related quality of life (HRQOL, including valuation 
of leisure time) and quality-adjusted life days. Model structure – Stratified by end-of-
life trajectory (below) and risk of dying, simulated individuals might receive cura-
tive, palliative or hospice care (including combined care) at home (including “home 
care”), long-term care homes, ERs, hospitals (including ICU), complex-continuing-
care facilities, palliative care wards, or non-home hospices. Input data sources –a 
cohort study using linked Ontario health administrative databases and literature 
for HRQOL estimates associated with trajectory (e.g., cancer) and interventions 
(e.g. reduced hospital and ICU days). Model validation –Modeled projections were 
calibrated to observed data to ensure consistency. Results: The study cohort strati-
fied 256,284 Ontarians who died between Jan-2007 and Dec-2009 into: sudden death 
(4%), frailty (30%), terminal illnesses (31%), and organ failure (31%). Over the time 
horizon, approximately 60% of the simulated patients were at home with primary/
community/home care support, and 75% spent ≥ 1 day in hospitals, costing the 
health system on average approximately $31,000 (or in aggregation, approximately 
6% of the annual health care budget). Simulated patients died at home (22%), long-
term-care homes (18%), in ERs (6%), hospitals (47%), and complex-continuing-care 
facilities (7%). ConClusions: Upon further validation, our model can be used to 
evaluate the cost-effectiveness of broad integrated palliative care approaches from 
a proposed national framework, and specific evidence-based interventions (related 
to communication/decision-making, care models, determinants of place of dying, 
education, and life-sustaining care) identified through systematic reviews con-
ducted by Health Quality Ontario.
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objeCtives: DVT can lead to significant co-morbidity with post-thrombotic syn-
drome, and has the potential to cause life threatening pulmonary emboli. The 
national institute for clinical excellence (NICE) implemented stringent guidelines 
to improve screening for DVT and optimise management (NICE 2012). The Royal 
London Hospital was the designated teaching hospital receiving attending public, 
foreign dignitaries and athletes during the 2012 Olympics. We conducted a pro-
spective audit to assess incidence of DVT in a mobile population during the 2012 
Olympics, and assess adherence to NICE guidelines. Methods: Patients present-
ing with symptoms of DVT over 7 weeks during the 2012 Olympics were seen by a 
senior nurse. A clinical proforma identifying risk factors was employed. D-dimer 
and USS results were obtained from clinical reporting systems. Analysis undertaken 
on excel. Results: 69 patients with a suspected DVT underwent investigations. 
Only six patients had a DVT on Doppler USS. One DVT was deemed unprovoked 
in a young patient with upper limb DVT. In this patient CT abdomen/pelvis was 
not warranted, though tested for antiphospholipid syndrome, serum calcium was 
not measured. In the D-dimer positive scan negative cohort, a repeat USS Doppler 
at 6-8 days was not undertaken in 71% of patients. However, the initial scan was 
undertaken within 24hrs (86%). D-dimer has low sensitivity for DVT diagnosis (14%), 
but high specificity (100%) albeit within limited sample size. Further, utilising risk 
factors (Wells score) alone had a better sensitivity (28%). ConClusions: We note 
a low incidence of DVT in this young mobile population, in comparison to the gen-
eral population. A repeat Doppler USS 6-8days after presentation, when D-dimer 
was positive, is not adhered to; however none performed were positive (9). We are 
uncertain if this approach would add to a reduction in morbidity/mortality (BMJ 
2012). The D-dimer is not a sensitive marker of DVT, and risk stratification through 
identification of risk factors appears more sensitive.
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COPD and bacterial pneumonia. We used chi-square tests and logistic regressions to 
assess the unadjusted and adjusted relationships between depression and presence 
of ACSH. Results: Among all Medicare beneficiaries, 10% had diagnosed depres-
sion; “any ACSH” was reported in 5% of all elderly 25% of hospitalized elderly. “Any 
ACSH” was higher in Medicare beneficiaries with depression (11.4%) as compared to 
those without depression (4.5%). Among hospitalized elderly, 28% with depression 
and 24% without depression had “any ACSH”. Among all elderly, those with depres-
sion had two times the risk of experiencing “any ACSH” (Adjusted Odds Ratio(AOR): 
2.19; 95% Confidence Interval(CI): 1.97, 2.43) compared to those without depression. 
We observed similar findings for “chronic ACSH” (AOR: 2.44; 95% CI: 2.10, 2.84), “acute 
ACSH” and (AOR:1.98; 95%CI: 1.75, 2.25). ConClusions: Our study results indicated 
that Medicare beneficiaries with chronic physical conditions and depression were at 
risk for ACSHs. Elderly with depression chronic conditions may need to be routinely 
screened for depression. Future research needs to examine whether treating depres-
sion can reduce the risk of ACSH among elderly with depression.
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objeCtives: To assess spirometry testing and chronic obstructive pulmonary dis-
ease (COPD)-related inpatient readmission rates among managed care patients 
in the US. Methods: This retrospective administrative claims database analysis 
included patients with COPD (≥ 1 inpatient or emergency room claim or ≥ 2 outpa-
tient claims with a COPD diagnosis [ICD-9-CM diagnosis codes 491.xx, 492.xx, 494.
xx, or 496.xx]), ≥ 1 month health plan enrollment in 2011 and aged ≥ 40 years. Two 
cohorts were formed: 1) ‘Spirometry’ cohort: Patients with 24 months of enroll-
ment before and 6 months after their initial COPD diagnosis and 2) ‘Readmissions’ 
cohort: Patients with a COPD-related hospitalization (hospitalization with a primary 
diagnosis of COPD) and ≥ 1 month enrollment post-discharge). The proportion of 
patients with evidence of spirometry testing (≥ 1 claim with a CPT-4 procedure code: 
94010, 94060, 95070, 94070, 94150, 94200, 94375, or 94664) within 24 months pre- and 
6 months post-initial COPD diagnosis was assessed in the ‘Spirometry’ cohort. The 
proportion of patients with a COPD-related inpatient readmission within 30 days 
post-discharge (30-day readmission) was assessed in the ‘Readmissions’ cohort. 
Results were reported at the national, regional, and state levels. Results: A total 
of 94,778 patients were included in the ‘Spirometry’ cohort, with 37.6% having evi-
dence of spirometry testing (Northeast: 40.3%; South: 37.4%; Midwest: 37.7%; West: 
31.6%). Spirometry testing rates varied from 24.6% in Wyoming to 61.2% in Rhode 
Island. A total of 49,986 patients were included in the ‘Readmissions’ cohort, with 
7.1% having a 30-day readmission (Northeast: 7.9%; South: 6.3%; Midwest: 7.4%; 
West: 7.1%). Thirty-day readmission rates varied from 2.0% in South Dakota to 20.8% 
in Washington, DC. ConClusions: A large proportion of patients with a COPD 
diagnosis did not have evidence of spirometry testing to confirm COPD diagnosis. 
COPD-related 30-day readmissions may be of concern as well. There is a substantial 
variation in these rates across US states.
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objeCtives: Medication-related errors account for many deaths annually, and there 
is increasing evidence that these errors frequently occur upon hospital admission 
and discharge. A pharmacist-conducted pilot program was designed to provide 
medication reconciliation services to high-risk patients shortly after hospital dis-
charge to decrease medication-related errors. The primary objective is to evaluate 
the impact of a post-discharge quality improvement medication reconciliation ser-
vice. Methods: An algorithm was developed to identify patients at high-risk for 
readmission following hospital discharge. High-risk patients were defined as any 
member recently discharged from the hospital who was: a) receiving a high alert 
medication (e.g., warfarin); and/or b) was hospitalized for at least one pre-speci-
fied condition (e.g., Diabetes Mellitus). Within 2-5 days of hospital discharge, the 
Concurrent Review Nurses from a local health plan identified the high risk patients 
using the algorithm and notified the pharmacist. The pharmacist contacted the 
patients via phone to complete a medication reconciliation and clinical review with 
either the patient or their caregiver Results: The program lasted from July 2013 to 
October 2013. In total, 125 patients were identified as high-risk patients, 47 of whom 
completed a clinical consult with the pharmacist. The average age of the patients 
who participated in the service was 66. The use of high-risk meds included warfarin 
(21%), antiplatelets (34%), digoxin (13%), and insulin (28%). In total, 5 patients in this 
group (11%) were re-hospitalized within 30 days. ConClusions: In the future, this 
pilot program should be conducted on a larger scale and include patients who are 
followed for a longer period of time. Anecdotal evidence suggested that the service 
was useful, however a larger number of patients is needed to achieve sufficient 
power to detect a statistical difference.
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objeCtives: Depression is a leading cause of morbidity and disability worldwide. 
The population in developing countries is at greater risk. Inadequate trained men-
tal health staff, and unfortunately, low case detection has been associated with 
increased morbidity among subjects presenting to primary care. In order to com-
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Medicare MTM eligibility criteria. The Medicare MTM eligibility criteria need to be 
modified in order to eliminate their disparity implications.
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objeCtives: To examine racial and ethnic disparities in health status, health ser-
vices utilizations and costs, and medication utilization based on Medicare medi-
cation therapy management (MTM) eligibility status. Greater disparities among 
MTM-ineligible than MTM-eligible individuals would suggest that MTM eligibility 
criteria have the potential to exacerbate racial and ethnic disparities in health out-
comes. Methods: This is a retrospective cross-sectional analysis of the Medicare 
Current Beneficiary Survey (2007-2008). A difference-in-differences model was used 
by including in regression models interaction terms between dummy variables for, 
e.g., non-Hispanic Blacks and MTM eligibility criteria, when examining racial dis-
parities. Both main and sensitivity analyses were conducted to represent the ranges 
of the MTM eligibility thresholds used by insurance plans in 2010. The interaction 
term was interpreted on both the multiplicative term and the additive term. Various 
regression models were used. Results: Whites were more likely to report self-
perceived good health status than Blacks and Hispanics among both MTM-eligible 
and MTM-ineligible populations. Disparities were greater among MTM-ineligible 
than MTM-eligible populations (e.g., on additive term, difference in odds= 1.94 and 
P< 0.01 for Whites and Blacks; difference in odds= 2.86 and P< 0.01 for Whites and 
Hispanics in main analysis). When examining racial disparities, activities of daily 
living, instrumental activities of daily living, and generic possession ratio produced 
similar findings. Whites had a higher number of physician visits than Hispanics 
and the disparities were greater among the MTM-ineligible than MTM-eligible 
individuals (incidence rate ratio= 1.40; P< 0.01). Analyses on chronic conditions, 
costs of physician visits, hospitalizations, and total health care costs produced 
similar patterns on ethnic disparities. No other variables exhibited significant find-
ings. ConClusions: Current MTM eligibility criteria may potentially aggravate 
existing racial and ethnic disparities in health services utilization and costs and 
medication utilization measures. Future research should examine strategies to 
remediate the effects of MTM eligibility criteria on racial and ethnic disparities.
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objeCtives: To understanding the clinical care pathway and patient character-
istics of those patient visits that use the catheterization laboratory (cath lab) but 
do not result in a percutaneous coronary intervention (PCI) and/or coronary artery 
bypass surgery (CABG) procedure shortly thereafter. The target population is those 
patient visits that are outpatient and elective, rather than those coming in through 
the emergency room, or inpatient admissions. Methods: The Premier hospital 
database from July 1, 2011 through June 30, 2012 was utilized as the data source. 
This database contains complete patient billing, hospital cost, and coding histo-
ries from more than 600 hospitals and ambulatory facilities throughout the United 
States. Eligible patients were > age 45 at the time of the coronary angiography 
visit, and must have had one of the following primary diagnosis of Atherosclerosis 
or chest pain using the International Classification, 9th Revision (ICD-9): 414.01, 
786.5, or 786.59. Patient visits with a diagnosis code(s) for myocardial infarction or 
stroke/trans-ischemic attack were excluded. Patients that died during the visit were 
excluded as well. Results: Of 354,790 coronary angiography visits identified, 68,026 
visits (19.2%) met the inclusion criteria. Only 7% of patient visits (4,788) resulted in 
a return visit within 60 days for a PCI (29%), CABG (71%), or both (< 1%). Less than 2% 
(81) came back to the hospital through the ER. Total median coronary angiography 
cost per visit for the group of interest was $2,565, with the cardiology department 
accounting for 57% ($1,470) of costs. Left heart cardiac catheterization was the most 
common procedure (86%). ConClusions: There appears to be a substantial popu-
lation receiving elective coronary angiography, with no immediate action resulting 
from that visit. Technologies that could enable another clinical pathway to avoid the 
cath lab and an invasive procedure may lead to lower hospital costs.
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objeCtives: Inpatient admissions may represent an important opportunity for the 
review and revision of treatment regimens of type 2 diabetes mellitus (T2DM) patients. 
This retrospective study seeks to assess the impact of inpatient admissions on modi-
fication of T2DM pharmacotherapy regimens. Methods: A retrospective cohort of 
Humana Medicare Advantage Prescription Drug (MAPD) and commercial patients 
with T2DM with at least one inpatient stay between January 2007 and December 2012 
was identified (IPH group). The date of first inpatient hospitalization was defined 
as the index date. Patients with at least 12 months of continuous eligibility pre-
index and post-index were identified. A non-inpatient admission comparison group 
(non-IPH group) of T2DM patients was propensity score-matched on age, gender, 
plan enrollment and diabetes complication score. The primary outcome of interest 
was treatment modification, defined as an addition, switch or discontinuation of an 
anti-diabetic drug class within 10 days post-discharge. Results: The study cohort 
comprised 34,624 patients with T2DM (17,312 matched pairs). The IPH group had 
objeCtives: Ontario (ON) and Québec (QC), the two largest provinces in Canada, 
have public programmes for immunization against influenza. We aimed at reviewing 
and presenting differences and similarities between the two provinces, and identi-
fying resources allocated to respective programmes. Methods: Government and 
health professions information sites (medicine, nursing, pharmacy) were searched, 
as well as the grey literature, supplemented by direct communication with health 
care professionals. Resources (professional services and materials) were identified 
and listed, considering both Ministry of Health and patient perspectives. Results: 
Major differences were identified in both eligibility of patients and provision of flu 
shots (FS). QC limits the FS to the elderly (60 years or older), infants (6-23 months) 
and persons “at risk” (persons with chronic conditions, living in isolated communi-
ties, health care workers, caregivers and those travelling to endemic areas). ON has a 
universal programme covering the entire population except infants (under 6 months 
of age) and persons in whom the vaccine is contraindicated. In QC, FS are admin-
istered mainly by public health nurses and physicians, while in ON, FS can also be 
injected by trained and certified pharmacists (for persons 5 years of age and older). 
ON Pharmacies where FS are administered can directly bill the Ministry of Health 
for an honorarium for each injection. There are also differences between rural and 
urban areas with regard to eligibility in the case of QC and possibly access to FS in 
both provinces. ConClusions: The ON programme is more comprehensive than 
the QC programme, both by expanded population eligibility and through increased 
availability of resources by making FS available at certified pharmacies. This work 
will prepare the ground for a future comparative economic analysis.
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objeCtives: To describe trends in eligibility thresholds of Medicare medication 
therapy management (MTM) services to identify patterns that may hinder eligi-
bility/enrollment. MTM Services were established in 2006 as part of the Medicare 
outpatient prescription drug (Part D) benefit. MTM eligibility was based on number 
of chronic conditions, Part D medications, and total drug costs. To increase MTM 
enrollment rate, the Centers for Medicare and Medicaid Services (CMS) lowered the 
allowable eligibility thresholds to at or below 3 for number of chronic diseases and 
at or below 8 for Part D drugs, and drug cost threshold from $4,000 to $3,000 in 2010. 
However, an increase in MTM enrollment rates has not been seen. Methods: This 
study analyzed data extracted from the Medicare Part D MTM Programs Fact Sheets 
published on the cms.gov website. Fact Sheets for 2008-2013 were used to search 
for changes and trends over time that may potentially affect the enrollment rate 
for Medicare beneficiaries. These years were the only ones available from the cms.
gov website. Results: In 2008, 48.7% plans opened MTM enrollment to patients 
with only two chronic disease states, while the other half restricted enrollment 
to patients with a minimum number of three to five chronic disease states. Data 
for years 2011-2013 indicate that approximately 20% of plans opened enrollment 
to patients with 2 chronic disease states, with the remaining 80% restricting 
enrollment to patients with 3 or more chronic diseases. The trends for both 
Medicare Advantage plans and independent Part D plans were similar. CMS pol-
icy change in 2010 is also correlated with increase proportion of plans set their 
eligibility threshold at 8 part D drugs, the maximum number allowa-
ble. ConClusions: Changes to the eligibility thresholds may have been barriers 
for increased MTM enrollment. CMS needs to find alternative strategies to increase 
MTM enrollment.
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objeCtives: To determine whether the implementation of the Medicare Part D in 
2006 was associated with changes in differential racial and ethnic disparity pat-
terns between the individuals ineligible for medication therapy management (MTM) 
services and MTM-eligible individuals. If Part D implementation is not associated 
with reductions in greater racial and ethnic disparities in MTM-ineligible than the 
MTM-eligible individuals, the urgency for modifying MTM eligibility criteria would 
be even increased. Methods: Data from the Medicare Current Beneficiary Survey 
were analyzed. A generalized difference-in-differences analyses, difference-in-dif-
ferences-in-differences-in-differences (DDDD) model, was used to examine changes 
in difference in disparities between the MTM-ineligible and MTM-eligible individu-
als from 2004-2005 to 2007-2008 in relation to the changes from 2001-2002 to 2004-
2005. Disparities were examined in health outcomes, health services utilizations/
costs, and medication utilization patterns. MTM eligibility criteria for 2010 were 
examined and both main and sensitivity analyses were conducted to represent the 
ranges of the MTM eligibility thresholds used by insurance plans. Various regression 
models varied according to the type of dependent variables. Results: The main 
analysis found no significant DDDD values. For racial disparities, according to some 
sensitivity analyses, Part D implementation was associated with a reduction in 
greater racial disparities among the MTM-ineligible and MTM-eligible individuals 
in activities of daily living (DDDD= 1.13; P= 0.03 for one analysis) and instrumental 
activities of daily living (DDDD= 0.95; P= 0.03 for one analysis). For ethnic disparities, 
Part D implementation was associated with reduction in any greater disparities 
among the MTM-ineligible than MTM-eligible individuals in costs of physician vis-
its (DDDD= -4613.71; P= 0.04 for one analysis) and high risk medication utilization 
(DDDD= -0.10; P= 0.03 for one analysis). ConClusions: Part D implementation is 
not consistently associated with reductions in the disparity implications of the 
